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 The incorporation of personality assessment and client treatment preferences in 
psychotherapy has implications for therapeutic processes and outcomes (e.g., treatment 
engagement, retention). While this research has largely focused on client characteristics 
and traits, mental healthcare providers seem to demonstrate differing perspectives of 
clients as a function of both their own and their clients’ personalities. However, no prior 
literature has considered providers’ pretreatment preferences of clients. The current study 
aimed to examine providers’ unique personality profiles and their associations with 
preferences for client personality characteristics utilizing a person-centered personality 
approach (i.e., latent profile analysis). Specifically, the study (1) examined providers’ 
personality traits and that of preferred clients, (2) compared providers’ personality traits 
to that of a normative sample, (3) identified the personality configurations/profiles of 
providers and their preferred clients, and (4) explored whether years of clinical 
experience impact the relationship between self- and preferred client-ratings. Results 
demonstrated unique personality profiles of both the providers and preferred clients. 
Findings also indicated trait-level associations between providers’ personality and 
preferred client personality, but there were no significant associations between 
personality profiles. Additionally, years of clinical experience was associated with trait-
level ratings of preferred client personality but not personality profiles. Findings establish 
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CHAPTER I - INTRODUCTION 
Significance of Personality and Psychotherapy Preferences 
Psychotherapy treatment planning can be improved by incorporating clients’ 
desires or values with regard to treatment (i.e., client treatment preferences; Lindhiem, 
Bennett, Trentacosta, & McLear, 2014). In fact, client treatment preferences are a 
component of “evidence-based practice” (American Psychological Association, 2006), 
and when preferences are accommodated there is a meaningful impact on clients’ 
outcomes (e.g., less premature termination; Swift & Callahan, 2009, 2010; Swift, 
Callahan, & Vollmer, 2011). While some aspects of preferences have been the subject of 
empirical consideration, there is limited knowledge of the impact of matching treatment 
based on personality preferences. This is despite the enhanced quality of care provided to 
clients when personality assessment is incorporated into treatment planning (Harkness & 
Lilienfield, 1997). A few studies have investigated clients’ preferences for mental 
healthcare providers’ characteristics. Overall, it seems that clients prefer a mental 
healthcare provider who has good self-care and who is honest, appreciative, respectful, 
firm, cooperative, friendly, nurturing and self-confident (DeGeorge, Constantino, 
Greenberg, Swift, & Smith-Hansen, 2013; Greenberg & Zeldow, 1980; Hartlage & Sperr, 
1980). These preferred characteristics may have implications for treatment preferences 
based on specific personality traits and profiles. 
Most studies regarding the impact of personality on treatment focus solely on the 
client’s personality (e.g., impact on treatment outcomes; Bagby, Gralnick, Al-Dajani, & 
Uliaszek, 2016; Kushner, Quilty, Uliaszek, McBride, & Bagby, 2016), and the research 
regarding preferences is focused entirely on the clients’ preferences. However, mental 
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healthcare providers also have distinct personality traits compared to the general 
population (e.g., less eager to guard self from others, more emotional stability; Peter, 
Bobel, Hagl, Richter, & Kazen, 2017) which seem to impact treatment outcomes and 
processes (Chapman, Talbot, Tatman, & Brition, 2009; Heinonen, Knekt, Jaaskelainen, & 
Lindfors, 2014; Heinonen, Lindfors, Laaksonen, & Knekt, 2012). Furthermore, mental 
healthcare providers have varying perceptions of clients based on both their own 
personality and the personality of their clients (e.g., Rosenkrantz & Morrison, 1992; 
Wogan, 1970); however, the field has not investigated how this may influence providers’ 
preferences. Given the impact of client personality, mental healthcare provider 
personality, and preferences on treatment, this study examines providers’ personalities 
and how they may relate to preferences for different clients based on personality 
characteristics. 
Treatment Preferences 
Clients matched to their preferred treatment are significantly less likely to 
prematurely drop out from treatment (odds ratio [OR]=0.59, p< .001; Swift et al., 2011) 
and more likely to adhere to treatment (Dunlop et al., 2017). Client preferences also 
impact treatment satisfaction, completion, and clinical outcomes regardless of 
psychoeducation provided to the client, treatment setting, and diagnostic condition (i.e., 
mental health or other), suggesting that involving clients in treatment-related decisions 
can be valuable regardless of these other treatment factors (Lindhiem et al., 2014). 
Additionally, a meta-regression of 33 studies indicated that better outcomes and less drop 
out were evident in clients whose preferences were matched regardless of demographics 
(i.e., age, gender, ethnicity, educational level, or marital status), suggesting that treatment 
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preference accommodation is important for all types of clients (Swift, Callahan, Ivanovic, 
& Kominiak, 2013). When considering various preferences, clients weigh mental 
healthcare provider and relationship variables more highly than evidence of treatment 
efficacy (Swift & Callahan, 2010), highlighting the attention that clients place on 
providers’ characteristics. However, researchers have placed less emphasis on clients’ 
preferences of their mental healthcare providers’ characteristics and personality 
compared to other types of preferences (e.g., type of treatment; Swift et al., 2011).  
A handful of studies have examined clients’ preferred characteristics of their 
mental healthcare provider. Clients at a Veteran Affairs mental health clinic described 
preferring a mental healthcare provider who seems to have good self-care and who is 
honest, appreciative, respectful, firm, cooperative, friendly, and self-confident (Hartlage 
& Sperr, 1980). In a study involving community participants, females preferred a self-
confident and dominant provider while males preferred a nurturing provider (Greenberg 
& Zeldow, 1980). More recently, undergraduate students demonstrated the strongest 
preferences for providers with personal adjustment, nurturance, and endurance 
(DeGeorge et al., 2013). While this limited literature suggests that clients prefer certain 
personality traits in their providers, many of the studies were not conducted in recent 
years, and they rely on ad hoc descriptions of personality rather than broadband models 
of personality.  
The Big 5 model of personality is a widely agreed-upon model of personality (for 
reviews, see Goldberg, 1993, and John & Srivastava, 1999) that has been used to study 
psychotherapy processes such as coping strategies used in treatment (Beauchamp, 
Lecomte, Lecomte, Leclerc, & Corbiere, 2013), therapeutic alliance (Chapman et al., 
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2009; Coleman, 2006), and therapeutic outcomes (Ogrodniczuk, Piper, Joyce, McCallum, 
& Rosie, 2003; O’Leary & Costello, 2001; Dermody, Quilty, & Bagby, 2016). The Big 5 
model, as well as Costa and McCrae’s (1992) Five Factor model, organize personality 
into five dimensional traits: Neuroticism, Extraversion, Agreeableness, 
Conscientiousness, and Openness to Experience (or Openness for short; McCrae & John, 
1992). Neuroticism is associated with negative affect (DeNeve & Cooper, 1998) and 
often presents as worry, anxiety, and high emotional lability (McCrae & Costa, 1987; 
McCrae & John, 1992). Extraversion is associated with individuals who are social, 
assertive, excitement-seeking, and warm. Agreeableness is characterized by altruism, 
trustworthiness, interpersonal flexibility, and straightforwardness (Digman, 1990). 
Conscientiousness describes diligent, thorough, competent, dependable, responsible, and 
hardworking individuals. Openness is associated with individuals who are intellectually 
curious, nonconforming or independent, and excitable; it is also associated with values of 
fantasy, aesthetics, and ideas (John & Srivastava, 1999). 
To my knowledge, there is only one study that employs the Big 5 to investigate 
the influence of individuals’ personality on preferences for therapist personality 
characteristics (Anestis et al., 2020). Utilizing both community and undergraduate 
samples, participants completed the Revised Interpersonal Adjective Scales – Big Five 
(IASR-B5; Trapnell & Wiggins, 1990) to describe themselves and a mental healthcare 
provider that they would most like to work with. The majority of undergraduate 
participants’ (45.4%) self-reported personality profiles are characterized by low average 
agreeableness, openness, and conscientiousness, while the largest group of community 
participants (37.7%) are characterized by high agreeableness, high average 
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conscientiousness, and low neuroticism. Despite this difference in personality trait 
distribution, both samples revealed four personality profiles. Additionally, both samples 
described three distinct personality profiles of providers: warm and emotionally 
regulated, directive and demonstrative, and average across all traits. Participants 
generally preferred a mental healthcare provider with personality characteristics similar 
to their own. These findings suggest that, despite the limited research in this area, 
personality may be an important consideration for clients.  
Role of Similarities 
Humans tend to seek out individuals who are similar to them in important ways 
(Byrne, 1971; Lazarsfeld & Merton, 1954; McPherson, Smith-Lovin, & Cook, 2001). 
Additionally, similarity most strongly impacts intimate relationships and is an important 
factor in maintaining long-term social relationships (see Rivera, Soderstrom, & Uzzi, 
2010, for a thorough review). If we like people who are similar to us, then the same 
principle should apply to client-provider relationship preferences.  
Only a few studies have considered client-provider personality similarity 
(Coleman, 2006; Dougherty, 1976; Taber, Leibert, & Agaskar, 2011; Werbart, Hägertz, 
& Ölander, 2018). Dougherty (1976) created provider-client dyads based on regression 
equations derived from personality assessment. Clients with an optimal provider (i.e., one 
with a high predicted value of client outcomes) had higher outcomes at the end of 
treatment. A recent Swedish study investigated the effect of personality congruence on 
outcomes in psychoanalytic therapy (Werbart et al., 2018). Following an interview, the 
participants and mental healthcare providers were categorized via the Prototype Matching 
of Anaclitic–Introjective Personality Configuration (PMAI; Werbart and Levander 2016). 
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The anaclitic configuration is typically associated with difficulties in close relationships 
and attachment anxiety, while someone with an introjective configuration may be 
described as having excessive demands for achievement and perfectionism, and avoiding 
attachment (Luyten and Blatt, 2013). For example, introjective depression may be more 
based on the client feeling as if he or she is a failure, while anaclitic depression is 
associated with feeling that he or she is not worthy of love (Werbart et al., 2018). The 
configuration match between client and therapist was associated with larger effect sizes 
on all outcomes and a lower proportion of non-improved clients, as compared to those in 
mismatched dyads (Werbart et al., 2018). Using the Self-Directed Search (SDS; Holland, 
1994), Taber and colleagues (2011) found that client-provider personality congruence 
also has implications for client perceived bond at the beginning of therapy; however, they 
did not observe a relationship between congruence or bond and treatment outcome.    
One study to date has incorporated Big 5 traits when considering the impact of 
client-provider personality similarity. Coleman (2006) derived global Big 5 personality 
scores for client-provider dyads. The global similarity of the personality profiles among 
client-provider dyads was moderately to strongly associated with symptom reduction, 
while each of the five factors of personality was unassociated. This finding highlights the 
importance of considering personality configurations rather than focusing on the main 
effects of personality traits (i.e., one trait at a time). For example, Peter and colleagues 
(2017) found that, compared to male psychotherapists, female psychotherapists had lower 
levels of certain traits including ambition and assertiveness but higher levels of other 
traits such as optimism and intuitiveness. Despite Coleman’s (2006) push to utilize a 
broadband and robust model of personality in psychotherapy research and observation 
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about the utility of examining personality profiles, a large portion of the reviewed 
literature has relied on trait-level analyses.  
Mental Healthcare Provider Personality 
Therapy is a reciprocal relationship involving, among other factors, an interaction 
between both the provider’s and client’s personalities. It seems that providers have 
differing reactions to clients based on both their own and their clients’ personalities, and 
these varied perceptions of clients may provide some insight into the possibility of pre-
treatment preferences. Whether the mental healthcare provider perceives the client’s 
personality characteristics as likable impacts provider factors such as judgments of how 
the client behaved, selection of intervention, and the severity of psychopathology 
(Lehman & Salovey, 1990; Strupp, 1958). If there are certain traits that are considered 
more likable in a client, then this suggests that a provider may prefer some traits over 
others. For example, research shows that mental healthcare providers’ hold greater stigma 
toward individuals with a specific label of borderline personality disorder (BPD) than 
toward those with a label of mental illness (Knaak, Szeto, Fitch, Modgill, & Patten, 
2015). These negative attitudes toward BPD may suggest that providers would not prefer 
to work with clients with borderline personality traits. Negative attitudes toward clients 
with BPD seem to be related to providers’ uncertainty of how to react to the clients and 
the personal discomfort that the provider feels (Commons Treloar, 2009). Bodner, 
Cohen-Fridel, and Iancu (2011) found that more experienced providers viewed the clients 
diagnosed with BPD more positively than less experienced providers, implying that 
experience can affect perceptions of clients. They also found that providers’ negative 
emotions toward clients with BPD can be explained by the perceived suicidal tendencies 
 
8 
of the clients, suggesting that suicidality is another negatively perceived aspect of clients. 
This may be due to the significant emotional impacts on a provider when faced with a 
client death by suicide (e.g., acute stress symptoms, feelings of worthlessness or guilt; 
Ruskin, Sakinofsky, Bagby, Dickens, & Sousa, 2004; Takahashi et al., 2011), and it may 
influence provider’s attitudes and preferences toward clients who have high suicidal 
tendencies.  
I am aware of only two studies that consider the impact of provider personality on 
their perceptions in therapy, both of which were published over 25 years ago. Wogan 
(1970) utilized the Minnesota Multiphasic Personality Inventory (MMPI) and found that 
client personality traits had implications for the providers’ views of the emotional climate 
of therapy (i.e., higher Repression and lower Suppressed Anger scores related to more 
positive provider ratings). Additionally, certain client personality traits were associated 
with their level of liking their provider (i.e., higher Anxiety and Repression scores tended 
to report stronger liking of provider). Further, provider personality factored into the 
clients’ perceptions, as the more well-liked providers were able to acknowledge 
unpleasant experiences in themselves (i.e., higher scores of anxiety) and tended not to 
deny symptoms in themselves (i.e., lower scores of repression). Rosenkrantz and 
Morrison (1992) investigated providers’ perceptions of patients with borderline 
personality symptomatology via vignettes. They found that provider personality traits had 
implications for whether the client was rated positively or negatively. Specifically, 
providers with higher levels of anaclitic depression, which is associated with neediness, 
and providers with higher levels of a fusion boundary type (i.e., more fluid boundaries) 
evaluated clients less positively (Rosenkrantz & Morrison, 1992). Given the evidence of 
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the impact of mental healthcare provider personality on perceptions of clients, it is likely 
that providers’ personality may also impact preconceived preferences related to client 
traits; however, research has not yet explored this relationship.  
Previous studies have shown that therapist personality also impacts therapeutic 
processes and outcomes. Heinonen and colleagues (2012, 2014) found that mental 
healthcare providers with certain interpersonal styles have better client outcomes 
depending on the length of therapy (e.g., considerate and open providers produced better 
outcomes in long-term therapy; Heinonen et al., 2012) and the type of therapy (e.g., more 
forceful and less affirming providers demonstrated better outcomes in psychoanalysis; 
Heinonen et al., 2014). Chapman and colleagues (2009) aimed to determine whether Big 
5 traits have implications for trainee providers’ abilities to develop therapeutic alliances 
(rated by both the trainee and their client). Trainees with average or slightly above 
average neuroticism rather than low neuroticism and average rather than high openness 
facilitated better client rated alliance. These trainees (i.e., average openness and 
neuroticism) rated their alliance lower, diverging from the clients’ ratings. This literature 
highlights the impact of mental healthcare providers’ characteristics.  
Despite the literature supporting the importance of mental healthcare provider 
personality, only two studies have considered whether providers have distinct personality 
profiles and traits (Peter et al., 2017; Saarino, 2011). Saarino (2011) found three Big 5 
personality profiles among Finnish substance abuse providers in inpatient institutions. 
The first profile was characterized by high openness, agreeableness, and extraversion as 
well as low conscientiousness. The second group was largely the opposite: high 
neuroticism and high conscientiousness with low agreeableness and extraversion. The 
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last profile was average across the Big 5 traits. Peter and colleagues (2017) compared a 
sample of German-speaking psychotherapists from three countries (i.e., Germany, 
Switzerland, and Austria) to normative data from adults in other professions. Using the 
Personality Styles and Disorder Inventory Short Form (Kuhl & Kazén, 2009), a 
personality inventory with medium to strong correlations with Big 5 inventories, they 
compared personality traits across professions and examined sex differences within 
psychotherapists. Compared to the normative sample, psychotherapists had lower levels 
of the following styles: willful (eager to guard self from others), spontaneous (intensive 
yet unstable emotionality), reserved (impaired emotional experience and intensity of 
expression), ambitious (perceive self as something special and show a lack of empathy), 
critical/negativistic, self-critical/avoidant, loyal/dependent, and passive/aggressive. These 
styles can be directly associated with the Big 5 and suggest that psychotherapists have 
lower neuroticism as well as higher extraversion and agreeableness (Peter et al., 2017). 
The limited prior work identifying mental healthcare providers’ personality traits and 
profiles may not be generalizable to countries other than Finland, Germany, Austria, or 
Switzerland or to other types of providers (i.e., other than psychotherapists or substance 
abuse providers). Thus, further research is needed with more diverse samples. 
Current Study  
I argue that the role of mental healthcare provider personality should be an 
important consideration in psychotherapy. Little is known about the unique personality 
traits and profiles that mental healthcare providers possess. Additionally, prior literature 
considering providers’ personalities largely does not incorporate a broadband measure of 
personality. Furthermore, researchers have not focused on mental healthcare provider 
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pre-treatment preferences regarding clients which may have important implications for 
therapy. The current study utilizes a person-centered personality approach (latent profile 
analysis; e.g., Muthén & Muthén, 2000) to determine whether there are consistent Big 5 
profiles among mental healthcare providers (e.g., psychologists, social workers, 
counselors). The study includes an exploration of which personality traits are attributed to 
a preferred client (i.e., a client the participant would most like to work with) and a 
comparison of providers’ responses based on their years of clinical experience. 
Prior literature regarding mental healthcare providers’ personality profiles has not 
been established within the United States. While findings may be different across 
cultures, I expected mental healthcare providers to demonstrate similar personalities to 
those demonstrated in two prior international studies. Consistent with Saarino (2011), I 
hypothesized that mental healthcare providers would be characterized by one of three 
personality profiles: (1) high openness, agreeableness, and extraversion and low 
conscientiousness, (2) high neuroticism and conscientiousness, low agreeableness and 
extraversion, and (3) average across the Big 5 traits. Further, consistent with Peter and 
colleagues (2017), I expected mental healthcare providers to demonstrate higher 
agreeableness, lower neuroticism, and higher extraversion compared to norms.  
Analyses regarding the relationship between providers’ personality and their 
preferred clients’ personality are largely exploratory due to the lack of prior research in 
this area. However, it is important to note that clinical experience can affect mental 
healthcare providers’ perceptions of clients, as demonstrated by Bodner and colleagues 
(2011). I hypothesized that providers with more clinical experience may base their ratings 
on prior experiences with a client that they worked with easily. They may work well with 
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a client that does not have extreme levels of negative affect, that is willing to put effort 
into treatment and is more compliant, trustworthy, and self-disciplined. Thus, I 
hypothesized that those with more years of experience would prefer a client with high 
agreeableness, high conscientiousness, and average neuroticism. Conversely, those with 
less experience may rely on the human tendency to seek out those that are similar to 
themselves (Byrne, 1971; Lazarsfeld & Merton, 1954; McPherson, Smith-Lovin, & 
Cook, 2001). Thus, I predicted that those with fewer years of clinical experience would 
identify a preferred client that is matched to their own personality.
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CHAPTER II - METHOD 
Participants 
The sample included 227 providers who self-identified as a current or previous 
mental healthcare provider or as a student working toward becoming a mental healthcare 
provider (e.g., working in training clinic). Most providers (n = 205) were recruited 
through ListServs, academic programs, local contacts, and professional organizations 
(i.e., typical recruitment). Twenty-two providers were recruited through an online 
participant recruitment service (www.prolific.co). Providers were excluded from the 
study for failing quality assurance/attention checks (n = 6) and for excessive missing 
items (n = 24). Of the remaining individuals (n=197; see Table 1 for full demographics), 
a majority lived in the United States and (n = 171) and identified as white (n = 171), 
heterosexual (n = 148), and female (n = 160). Ages ranged from 22 to 76 (M = 36.03, SD 
= 11.59). Sixty-five providers were students at the time of participation, while 106 were 
actively working in a mental healthcare setting. The majority of providers were either in 
the field of clinical (n = 106) or counseling psychology (n = 31). A majority (n = 97) of 
providers identified their theoretical orientation as cognitive-behavioral.  
 Demographic differences based on recruitment methods were examined and can 
be found in Table 1. Results indicated that the highest degree earned [X 2 (5, 195) = 24.85, 
p < .001], U.S. residency status [X 2 (1, 197) = 122.5, p = < .001], student status [X 2 (2, 
197) = 9.88, p = < .05], field of study for working professionals [X 2 (4, 132) = 60.15, p = 
< .001], field of study for students [X 2 (4, 65) = 12.84, p < .05], and theoretical 
orientation [X 2 (7, 197) = 50.89, p < .001] significantly differed by recruitment type. For 
variables that had greater than two groups (i.e., two response options), post hoc analyses 
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(i.e., calculated from adjusted residual values) were conducted in order to identify which 
specific groups differed within the variable. With regard to highest degree earned, a 
significantly higher proportion of those recruited from the typical method earned a Ph.D. 
(41.7%) compared to those recruited from Prolific (0.0%) There were also more 
individuals living outside of the United States recruited from Prolific (90.5%) than from 
the typical recruitment method (4.0%). Additionally, there were less full-time students 
recruited from Prolific (0.0%) than the typical recruitment method (31.8%). Regarding 
the field of study for working participants, a greater proportion of individuals recruited 
from typical methods (60.2%) studied clinical psychology than those recruited from 
Prolific (15.8%); there was a greater proportion of individuals that studied nursing 
(42.1%) and other fields (42.1%) recruited from Prolific than typical methods (nursing, 
0.9%; other 12.4%). Regarding the field of study for students, there was a greater 
proportion of individuals studying a field classified as other recruited from Prolific 
(100.0%) than typical methods (11.1%). Lastly, there was a greater proportion of 
individuals that identified their theoretical orientation as biological (9.5%) and person 
centered/humanistic (42.9%) recruited from Prolific than typical methods (biological, 
0.0%; person centered/humanistic, 6.8%). 
Of the overall sample, providers reported that they spend on average 46.4% (SD = 
27.69) of their time conducting individual therapy. One hundred eighty-three providers 
frequently work with adults (19-64 years old), 67 frequently work with adolescents (13-
18 years old), 60 frequently work with older adults (65-79 years old), 54 frequently work 
with children (under 13 years old), and 15 frequently work with oldest old adults (80+ 
years old); note that these are overlapping groups. In rating their frequency of working 
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with various presenting problems (note that these are overlapping groups), participants 
reported frequently working with anxiety-related difficulties (n = 174), depressive 
symptoms (n = 169), life-stressors (e.g., financial stress; n = 157), interpersonal 
relationship problems (n = 152), and trauma and stressor related difficulties (n = 135).  
Normative scores were derived from the public database of the Eugene-
Springfield Community Sample; 570 participants completed the twenty items within the 
International Personality Item Pool needed to extract the Mini-International Personality 
Item Pool (Mini-IPIP; Goldberg, 2018). The normative sample was representative of both 
females (n = 330) and males (n = 240). The majority were “Caucasian American” (n = 
553) and married (n = 459). Ages ranged from 20 to 85 (M = 51.55, SD = 12.50). 163 
completed some college, 112 were college graduates, and 140 earned a post-college 

















Differences Based on 
Recruitment 
Sex     X
 2 (1, 197) = .15, p = .703 
Female 163 (82.7) 145 (82.4) 18 (85.7)  
Male 34 (17.3) 31 (17.6) 3 (14.3)  
Gender  
   X 2 (4, 197) = .71, p = .950 
Female 160 (81.2) 142 (80.7) 18 (85.7)  
Male 32 (16.2) 29 (16.5) 3 (14.3)  
Transgender 2 (1.0) 2 (1.1) 0 (0.0)  
Nonbinary 2 (1.0) 2 (1.1) 0 (0.0)  
Other: “Questioning” 1 (0.5) 1 (0.6) 0 (0.0)  
Race  
   X 2 (3, 197) = 3.99, p = .263 
White 158 (80.2) 139 (79.0) 19 (90.5)  
Asian 12 (6.1) 12 (6.8) 0 (0.0)  
Black 12 (6.1) 10 (5.7) 2 (9.5)  
Multiracial 15 (7.6) 15 (8.5) 0 (0.0)  
Sexual Orientation  
   X 2 (1, 197) = .17, p = .678 
Heterosexual 148 (75.1) 133 (75.6) 15 (71.4)  
Sexual Minority 49 (24.8) 43 (24.4) 6 (28.6)  
Relationship Status     X
 2 (4, 197) = 5.01, p = .286 
Married 88 (44.7) 79 (44.9) 9 (42.9)  
Single 65 (33.0) 60 (34.1) 5 (23.8)  
Cohabitating 27 (13.7) 23 (13.1) 4 (19.0)  
Divorced/separated 6 (3.0) 6 (3.4) 0 (0.0)  
Other  11 (5.6) 8 (4.5) 3 (14.3)  
Religion     X
 2 (6, 194) = 3.92, p = .687 
Christianity 80 (41.2) 71 (41.0) 9 (42.9)  
Agnosticism 41 (21.1) 38 (22.0) 3 (14.3)  
Atheism 38 (19.6) 31 (17.9) 7 (33.3)  
Judaism 14 (7.2) 13 (7.5) 1 (4.8)  
Other, not listed 17 (8.8) 16 (9.2) 1 (4.8)  
Buddhism 3 (1.5) 3 (1.7) 0 (0.0)  
Islam  1 (0.5) 1 (0.6) 0 (0.0)  
Highest Degree     X 2 (5, 195) = 24.85, p < .001 
Ph.D. 73 (37.4) 73 (41.7) 0 (0.0)  
Master’s 64 (32.8) 59 (33.7) 5 (25.0)  
Bachelor’s 33 (16.9) 25 (14.3) 8 (40.0)  
Psy.D. 9 (4.6) 7 (4.0) 2 (10.0)  
M.D. 3 (1.5) 2 (1.1) 1 (5.0)  











Differences Based on 
Recruitment 
Lives in US    X
 2 (1, 197) = 122.5, p = < .001 
Yes 171 (86.8) 169 (96.0) 2 (9.5)  
No 26 (13.2) 7 (4.0) 19 (90.5)  
Student Status     X 2 (2, 197) = 9.88, p = < .05 
Full time student 56 (28.4) 56 (31.8) 0 (0.0)  
Part time student 9 (4.6) 7 (4.0) 2 (9.5)  
Not a student 132 (67.0) 113 (64.2) 19 (90.48)  
Employment Status,  
Non-Students 
   
X 2 (5, 132) = 7.14, p = .210 
Working: mental health 106 (53.8) 90 (79.6) 16 (84.2)  
Post-doctoral fellow 9 (4.6) 9 (8.0) 0 (0.0)  
Working: outside of 
    mental health 
4 (2.0) 2 (1.8) 2 (10.5) 
 
Not currently working 5 (2.5) 5 (4.4) 0 (0.0)  
Retired 3 (1.5) 3 (2.7) 0 (0.0)  
Other 5 (2.5) 4 (3.5) 1 (5.3)  




X 2 (4, 132) = 60.15, p = < .001 
Clinical Psychology 71 (53.8) 68 (60.2) 3 (15.8)  
Counseling Psychology 19 (14.4) 19 (16.8) 0 (0.0)  
Social Work  11 (8.3) 11 (9.7) 0 (0.0)  
Nursing 9 (6.8) 1 (0.9) 8 (42.1)  
Other 22 (16.7) 14 (12.4) 8 (42.1)  
Field of Study,  
Students 
   
X 2 (4, 65) = 12.84, p < .05 
Clinical Psychology 36 (55.4) 36 (57.1) 0 (0.0)  
Counseling Psychology 12 (18.5) 12 (19.0) 0 (0.0)  
School Psychology 4 (6.2) 4 (6.3) 0 (0.0)  
Marriage and  
    Family Therapy  
4 (6.2) 4 (6.3) 0 (0.0) 
 
Other 9 (6.8) 7 (11.1) 2 (100.0)  
Type of Program,  
Students  
   
X 2 (3, 64) = 5.66, p = .130 
Ph.D. 35 (54.7) 35 (56.5) 0 (0.0)  
Psy.D. 11 (17.2) 11 (17.7) 0 (0.0)  
Terminal Master’s 7 (10.9) 6 (9.7) 1 (50.0)  












Differences Based on 
Recruitment 
Theoretical Orientation     X 2 (7, 197) = 50.89, p < .001 
Cognitive-behavioral  97 (49.2) 94 (53.4) 3 (14.3)  
Integrative/eclectic 31 (15.7) 30 (17.0) 1 (4.8)  
Behavioral 21 (10.7) 18 (10.2) 3 (14.3)  
Person-centered/ 
humanistic 




11 (5.6) 10 (5.7) 1 (4.8) 
 
Biological 2 (1.0) 0 (0.0) 2 (9.5)  
Cognitive 2 (1.0) 1 (0.6) 1 (4.8)  






The University of Southern Mississippi Institutional Review Board approved data 
collection which was completed online and remotely. Following an electronic informed 
consent, each participant completed a demographics questionnaire and then two Big 5 
measures which were counterbalanced, describing themselves and describing a preferred 
client. Following the Big 5 measures, participants answered several questions regarding 
the preferred client and rated the preferred client on sliding scales (described below). 
Prolific participants received $5 for participation. All other participants who passed 
quality assurance/attention checks were able to opt into a drawing for one of fifty $5 gift 
cards. One hundred twenty-two individuals entered into the gift card drawing (61.9%).  
Measures 
Demographics 
The demographic questionnaire is an internally developed measure partially 
adapted from Suyemoto and colleagues’ (2016) University of Massachusetts Boston 
Comprehensive Demographics Questionnaire and the American Psychological 
Association’s (2015) Survey of Psychology Health Service Providers (Hamp, Stamm, 
Luona, & Christidis, 2016). Information collected includes age, biological sex, gender, 
race, sexual orientation, and degree information. Additional questions focused on clinical 
experiences average demographics of their typical clients (e.g., gender, age) and 
frequency with which they work with various presenting problems (e.g., depressive 





Mini-International Personality Item Pool (Donnellan, Oswald, Baird, & Lucas, 2006) 
The Mini-IPIP is a 20-item self-report measure of the Big 5 personality traits. It is 
a short-form of the 50-item IPIP-representation of Goldberg’s (1992) Big 5 lexical 
markers. Participants were asked to describe themselves by rating how accurately a 
statement describes them on a scale of 1 (very inaccurate) to 5 (very accurate). 
Neuroticism, Extraversion, Openness, Agreeableness, and Conscientiousness are 
calculated by mean item responses. In the current sample, internal consistency reliability 
(i.e., Cronbach’s alpha) ranged from questionable to good (Neuroticism .74, Extraversion 
.86, Openness .69, Agreeableness .61, Conscientiousness .81). As internal consistency 
reliability is impacted by the number of scale items and the Mini-IPIP scales are 
comprised of four items each, average inter-item correlations were also calculated to 
provide a further estimate of reliability. The findings for Neuroticism (average r = .42, 
range = .36-.59), Extraversion (average r = .60, range = 0.55-.64), Openness (average r = 
.35, range = 0.10-0.65), Agreeableness (average r = .29, range = .20-.37), and 
Conscientiousness (average r = .51, range = .37-.65) are similar to findings from prior 
studies (e.g., Donnellan et al., 2006) and suggest sufficient reliability (Clark & Watson, 
1995). 
Modified Mini-IPIP 
The Mini-IPIP was administered a second time with internally modified 
instructions: “Describe a client that you would most like to work with in your role as a 
mental healthcare service provider. Consider what type of person you would most likely 
choose to work with, in comparison to other clients. So that you can describe a client in 
an honest manner, your responses will be kept in absolute confidence…These statements 
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may not be directly related to a client’s in session behavior, instead these should be 
considered as more broad client descriptors.”  The questions and response scale do not 
differ from the original Mini-IPIP. The internal consistency reliability differed slightly 
from the original Mini-IPIP in this sample and ranged from questionable to acceptable 
(Neuroticism, .70; Extraversion, .60; Openness, .69; Agreeableness, .77; 
Conscientiousness, .70). Inter-item correlations for each scale [Neuroticism (average r = 
.37, range = .22-.51); Extraversion (average r = 0.28, range = .16-.46); Openness 
(average r = .37, range = .09-.61); Agreeableness (average r = .45, range = .38-.52); 
Conscientiousness (average r = .36, range = .27-.42)] suggest sufficient reliability (Clark 
& Watson, 1995). 
Big 5 Descriptors [NEO-Personality Inventory-3 (NEO-PI-3); Costa & McCrae, 2010] 
As an alternate measure of preferred client personality, a sliding scale item for 
each of the Big 5 traits was included. The participants were presented with NEO-PI-3 
descriptions of individuals with high and low scores of each trait on either end of a 
horizontal line. They were asked to rate how much of each trait they would prefer in a 
client by selecting a spot along the horizontal line ranging from the low score description 
to the high score description. Scores ranged from -10, indicating the lowest level of the 
trait, to 10, indicating the highest level of the trait. 
Chapman Infrequency Scale (Chapman & Chapman, 1986) 
In order to monitor the quality of data, the thirteen true/false items of the 
Chapman Infrequency Scale were administered. If participants answered more than two 
items incorrectly, their responses were considered inconsistent, which resulted in 
exclusion from the study. 
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Data Analytic Plan 
 Zero-order correlations between the Big 5 scales on each personality measure 
were calculated to assess whether there are trait-level associations between the therapists’ 
self-ratings and their ratings of a preferred client. Mean comparisons via t-tests were 
conducted to compare providers’ scores on each personality trait relative to the norm. 
Additionally, to test whether mental healthcare providers’ ratings of a preferred client 
differ on the trait level based on years of clinical experience, 10 regression analyses were 
conducted. Years of clinical experience was entered as the independent variable and each 
preferred client personality trait, rated via the Mini-IPIP and the sliding scale descriptors, 
were entered as the dependent variable.  
 Latent profile analyses (LPA) were conducted to identify personality classes of 
mental healthcare providers, preferred clients, and the normative sample. Correlational 
analyses were then conducted to investigate the relationship between the personality 
configurations of the mental healthcare providers and preferred clients. Specifically, 
conditional probabilities were calculated for membership in each provider personality 
profile and for each preferred client personality profile; the conditional probabilities were 
used to investigate whether providers classified by a certain profile prefer clients with 
another particular profile (i.e., correlational relationship between each conditional 
probability). To further explore the influence of clinical experience on responses, I 
intended to conduct regressions with years of clinical experience as predictors of the 
conditional probability of rating a preferred client in each of the personality classes.  
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CHAPTER III  - RESULTS 
Data Issues 
Prior to analysis, data were examined for errors, missing responses, and 
normality. Data were normally distributed, with skew and kurtosis values within 
acceptable levels. Descriptive statistics for all measures are reported in Table 2. 
Correlational Analyses 
Zero-order correlations were conducted to explore the relationship between 
providers’ self-reported personality and preferred client personality traits (see Table 2). 
Based on the modified Mini-IPIP, individuals higher in extraversion, openness, 
agreeableness, and conscientiousness described a preferred client with the same traits 
with small to medium correlations [ranging from .24 (conscientiousness) to .36 
(openness)] per standard interpretive benchmarks (small, r = .10; medium, r = .30; large, 
r = .50; Cohen, 1992). Of note, these results were not fully replicated in the ratings of 
preferred clients via sliding scale descriptors. Only those higher in extraversion rated a 
preferred client similar to themselves with a medium correlation (.36). Several unique 
trends were also observed. Provider neuroticism was positively associated with preferred 
client Mini-IPIP ratings of extraversion (.16) and openness (.17) and sliding scale ratings 
of openness (.19). Provider openness was negatively associated with preferred client 
Mini-IPIP ratings of conscientiousness (-.16). Provider agreeableness was positively 
associated with preferred client Mini-IPIP ratings of openness (.14). Provider 
conscientiousness was positively associated with preferred client agreeableness (.18) 
based on the modified Mini-IPIP. 
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Providers’ amount of clinical experience was positively associated with preferred 
client sliding scale ratings of extraversion (.15) and conscientiousness (.16), which only 
partially supports the hypothesis. In addition to preferring a client with high extraversion 
and conscientiousness, I predicated that those with more years of experience would prefer 
a client with average neuroticism. Additionally, providers’ amount of clinical experience 
was negatively associated with self-ratings of neuroticism (-.25) and positively associated 









Preferred Client –  
Mini-IPIP 
Preferred Client –  
Descriptors 
 
 Neur Ext Open Agree Con Neur Ext Open Agree Con Neur Ext Open Agree Con Exp 
Self-
Ratings 
                
Neur --                
Ext -.19** --               
Open -.06 .17* --              
Agree -.06 .15* .21** --             
Con -.30** -.02 -.11 .18* --            
                 
Pref. Client 
Mini-IPIP 
                
Neur .08 .03 .05 .11 -.09 --           
Ext .16* .25** .03 -.03 -.03 -.25** --          
Open .17* .05 .36** .14* -.06 -.13 .35** --         
Agree .02 .10 .06 .28** .18* -.28** .42** .43** --        
Con -.07 -.05 -.16* .02 .24** -.59** .27** .25** .47** --       
                 
Pref. Client 
Descriptors 
                
Neur .01 .01 .09 .05 -.00 .57** -.11 .00 -.09 -.38** --      
Ext .04 .33** .01 .06 -.02 -.08 .44** .13 .22** .09 -.15* --     
Open .19** .06 .09 -.04 -.11 .20** .22** .29** .17* .01 .12 .16* --    
Agree .10 -.06 -.10 .03 .05 -.25** .18* .12 .38** .37** -.23** .17* .24** --   
Con -.03 -.04 -.14 .04 .13 -.22** .16* .07 .28** .36** -.23** .31** .06 .53** --  
                 
Other                 
Experience -.25** .13 .03 .03 .16* -.07 .02 .04 .12 .10 -.11 .15* .05 .10 .16* -- 
                 
Mean 11.18 12.16 16.08 17.95 14.42 11.95 13.05 14.69 15.24 13.37 -.11 .33 3.19 3.81 2.99 9.80 
SD 3.31 3.92 2.72 1.87 3.63 2.82 2.17 2.39 2.48 2.46 4.66 3.63 3.66 3.70 3.85 9.72 
* p < .05, ** p < .01. Note: correlations in bold at least medium sized based upon Cohen (1992) benchmarks. Neur = Neuroticism, Ext = Extraversion, Open = Openness, Agree = Agreeableness, 
Con = Conscientiousness, Exp = Years of Clinical Experience, SD = Standard Deviation 
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Mean Comparisons of Provider and Normative Personality Traits 
T-test results (see Table 3) partially supported hypotheses regarding mental 
healthcare providers’ personality compared to the normative sample. As expected, 
providers demonstrated higher extraversion (M = 12.16, SD = 3.92) than the normative 
sample (M = 11.54, SD = 3.43; t (306.02) = 1.99, p < .05). Consistent with hypotheses, 
providers also demonstrated higher agreeableness (M = 17.95, SD = 1.87) than the 
normative sample (M = 16.22, SD = 2.69; t (490.49) = 9.93, p < .001). Contrary to 
hypotheses, providers demonstrated higher neuroticism (M = 11.18, SD = 3.31) compared 
to the normative sample (M = 9.54, SD = 3.34; t (765) = 5.93, p < .001). Unexpectedly, 
providers also demonstrated higher openness (M = 16.08, SD = 2.72) than the normative 
sample (M = 14.72, SD = 3.40; t (422.21) = 5.66, p < .001). Another unique trend was 
shown. Providers demonstrated lower conscientiousness (M = 14.42, SD = 3.63) 
compared to the normative sample (M = 15.48, SD = 2.87; t (285.57) = -3.74, p < .001).   
Table 3 Comparing Mini-IPIP scale scores among providers and normative sample 
 
Providers  
(n = 197) 
Normative  
(n = 570) 
 
 Mean SD Mean SD p 
Neuroticism 11.18 3.31 9.54 3.34 <.001 
Extraversion 12.16 3.92 11.54 3.43 <.05 
Openness 16.08 2.72 14.72 3.40 <.001 
Agreeableness 17.95 1.87 16.22 2.69 <.001 
Conscientiousness 14.42 3.63 15.48 2.87 <.001 
Note: *p < .05, **p < .01, SD = Standard Deviation 
Clinical Experience and Client Personality Traits 
 Regressions were conducted with years of clinical experience (i.e., the 
independent variable) predicting each of the traits of preferred client personality as 
measured by the modified Mini-IPIP and the Big 5 descriptors (i.e., the dependent 
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variables). Consistent with the zero-order correlation results, regression analyses were 
statistically significant for sliding scale ratings of preferred client extraversion and 
conscientiousness, although clinical experience only accounted for a very small amount 
of variance in trait scores. Specifically, years of clinical experience explained 2.1% of 
variance in preferred client extraversion, F (1, 191) = 4.09, p < .05. Clinical experience 
explained 2.7% of the variance in preferred client conscientiousness, F (1, 192) = 5.24, p 
< .05. See Table 4 for data from all clinical experience and trait-level regression analyses. 
Table 4 Linear regressions examining the influence of years of clinical experience on 
preferred client personality trait ratings 
 F  𝛽 SE  CI R2 p 
Pref. Client Mini-IPIP       
Neuroticism 1.03 -.07 .02 -.06 - .02 .01 .311 
Extraversion .08 .02 .02 -.03 - .04 .00 .783 
Openness .29 .04 .02 -.03 - .04 .00 .592 
Agreeableness 2.63 .12 .02 -.01 - .07 .12 .107 
Conscientiousness 1.83 .10 .02 -.01 - .06 .01 .178 
Pref. Client Descriptors       
Neuroticism 2.30 -.11 .03 -.12 - .02 .01 .131 
Extraversion 4.09 .15 .03 .00 - .11 .02 <.05 
Openness .52 .05 .03 -.03 - .07 .00 .470 
Agreeableness 2.10 .10 .03 -.01 - .09 .01 .149 
Conscientiousness 5.24 .16 .03 .01 - .12 .03 <.05 
Note: SE = Standard Error, CI = Confidence Interval 
Latent Profile Analyses 
LPAs were utilized to identify latent classes of the providers’ self-rated 
personality, the provider-rated preferred client personality as measured by the Modified 
Mini-IPIP and the Big 5 descriptors, and the normative sample. LPA is considered a 
person-centered approach because it focuses on the relationships among individuals in a 
sample to facilitate clustering of the participants in homogeneous groups, which 
differentiates them from those in other groups (Bauer & Curran, 2004; Muthén & 






Table 5 Fit statistics for latent profile analyses 
 





Self-Ratings       
2-Class 4976.32 4923.79 54.38 <.001 56.10 <.001 
3-Class 4984.99 4912.76 24.61 .193 25.39 <.001 
4-Class 4976.99 4885.06 25.61 .313 26.42 <.001 
5-Class 4982.67 4871.05 24.12 <.05 24.88 <.001 
6-Class 4993.44 4862.11 29.05 .015 29.97 <.001 
Preferred Client 
Mini-IPIP 
      
2-Class 4512.90 4460.45 103.85 .205 107.13 <.001 
3-Class 4471.06 4398.95 71.26 .119 73.51 <.001 
4-Class 4451.27 4359.49 49.51 .189 51.07 <.001 
5-Class 4456.65 4345.20 25.48 .646 26.29 <.001 
6-Class 4470.92 4339.79 16.87 .331 17.41 .600 
Preferred Client 
Descriptors 
      
2-Class 5375.77 5323.40 84.71 .012 87.39 <.001 
3-Class 5358.47 5286.46 47.44 .344 48.94 <.001 
4-Class 5356.87 5265.23 32.22 .334 33.24 <.001 
5-Class 5373.01 5261.73 15.03 .702 15.50 .364 
6-Class 5389.24 5258.32 13.20 .469 13.61 .667 
Normative Sample       
2-Class 14599.73 14530.20 86.86 <.001 89.14 <.001 
3-Class 14547.98 14452.37 58.44 <.01 59.98 <.001 
4-Class 14539.57 14417.89 45.29 <.05 46.48 <.001 
5-Class 14551.24 14403.49 25.73 0.1293 26.41 <.001 





Provider Self-Report of Personality 
For the provider’s personality based on the Mini-IPIP, a 4-class solution was 
deemed to be the optimal model, based upon model fit to the data and practical criteria 
(e.g., interpretability). The information criteria statistics [Bayesian Information Criteria 
(BIC), Akaike Information Criteria (AIC)] have no cutoffs indicative of good fit, and thus 
are only useful for comparison across nested models, with lower scores indicative of 
better fit. Model fit seemed to improve with four classes, as indicated by the decreasing 
BIC scores, but the AIC suggests model fit improves as the number of classes increased 
from two to six (see Table 5). Adjusted Lo-Mendel-Ruben (aLMR) tests the difference in 
fit of a model with n profiles compared to a model with n-1 profiles. Although the aLMR 
is only significant for the 2- and 5-class models, the Bootstrapped Likelihood Ratio Test 
(BLRT) is statistically significant for all models, indicating a statistically significant 
improvement in model fit with the addition of each class all the way up to six classes. 
Thus, additional consideration of the practical utility and interpretability of the models 
needed to be taken into account to determine the superior model. As recommended by 
Geiser (2013), the size of the classes resulting from each model was examined to identify 
any classes comprising less than 5% of the sample, an indication that the class is likely of 
little practical significance. For the 2-, 3- , and 4-class models, none of the classes were 
comprised of less than 5% of the sample; however, for the 5-class model, there were two 
classes comprised of less than 5% of the sample. The 4-class model was therefore judged 





Figure 1 presents the z-score transformed indicator means by class for the self-
reported personality of providers in the sample. Consistent with prior literature utilizing 
LPAs (e.g., Ekblom-Bak et al., 2020; Gustafsson, Carlin, Podlog, Stenling, & Lindwall, 
2018), z-scores within the range of -.5 and .5 were considered average, those below -.5 
were considered low, and those above .5 were considered high. The self-reported classes 
did not support the profile hypotheses based on Saarino (2011). Class 1 (10.4%) is 
characterized by low agreeableness and conscientiousness (behavior prone). Class 2 
(46.2%) is characterized by high agreeableness and conscientiousness (agreeable self-
disciplined). Class 3 (18.5%) is characterized by high neuroticism and low 
conscientiousness (impulsive neurotic). Class 4 (24.9%) is characterized by low 
agreeableness (disagreeable).  
Figure 1. Provider self-report personality trait profiles 
Note: All scores z-score transformed for ease of interpretation. X-axis: Big 5 traits as measured by the Mini-IPIP. Y-axis: range of 





















Preferred Client Personality, Modified Mini-IPIP 
For the provider’s rating of a preferred client based on the modified Mini-IPIP, a 
3-class solution was deemed to be the best model. The BIC and AIC values (see Table 5 
for all fit statistics) suggested a better model fit with each increased number of classes 
from two to five; the 6-class model did not demonstrate better model fit based on BIC but 
did based on AIC. Although the aLMR was not significant for any of the models, the 
BLRT suggests statistically significant improvement in model fit with the addition of 
each class all the way up to five classes. The 6-class solution BLRT was not significant. 
Of note, the 4-, 5-, and 6-class models had 2 classes that were comprised of less than 5% 
of the sample, suggesting that they are trivial. Thus, the 3-class model was judged to be 
the most appropriate.  
Figure 2 represents the z-score transformed indicator means by class for the 
modified Mini-IPIP ratings of preferred client personality. Class 1 (5.6%) is characterized 
by high neuroticism and low levels of all other traits (neurotic). Class 2 (20.3%) is 
characterized by high extraversion, agreeableness, and conscientiousness, as well as low 
neuroticism (extraverted collaborative). Class 3 (74.2%) is characterized by average 






Figure 2. Preferred client personality trait profiles (Modified Mini-IPIP) 
Note: All scores z-score transformed for ease of interpretation. X-axis: Big 5 traits as measured by the modified Mini-IPIP. Y-axis: 
range of mean z-scores on modified Mini-IPIP traits. 
 
Preferred Client Personality, Big 5 Descriptors 
For the provider’s rating of a preferred client based on the sliding scale 
descriptors, a 2-class solution was deemed to be the best model. The BIC values (see 
Table 5 for all fit statistics) suggested a better model fit with each increased number of 
classes from two to four. The 5- and 6-class models did not demonstrate better model fit 
based on BIC. Based on AIC values, each additional number of classes suggested a better 
model fit. The aLMR was only significant the 2-class model. However, the BLRT 
suggests statistically significant improvement in model fit with the addition of each class 
all the way up to four classes. The 5- and 6-class models’ BLRT values were not 



















comprised of less than 5% of the sample, suggesting that they are trivial. Thus, the 2-
class model was judged to be the most appropriate.  
Figure 3 represents the z-score transformed indicator means by class for the Big 5 
descriptor ratings of preferred client personality. Class 1 (37.4%) is characterized by low 
agreeableness and conscientiousness (behavior prone). Class 2 (62.6%) is characterized 
by average levels of each trait (average). 
Figure 3. Preferred client personality trait profiles (Big 5 descriptors) 
Note: All scores z-score transformed for ease of interpretation. X-axis: Big 5 traits as measured by the Big 5 descriptors. Y-axis: range 
of mean z-scores on Big 5 descriptor ratings. 
 
Normative Sample Personality 
For the normative sample, the 4-class model was deemed to be the best model. 
The BIC values suggest better model fit up to four classes, although the AIC values 
suggest better model fit up to six classes. The aLMR is only significant for 2-, 3-, and 4-

















better model fit with each additional class. Of note, none of the models resulted in a class 
with less than 5% of the sample represented. Taken together, the 4-class model has the 
most evidence for best fit.  
Figure 4 represents the z-score transformed indicator means by class for the 
normative sample as measured by the Mini-IPIP. Class 1 (18.5%) is characterized by low 
extraversion and openness (introverted close-minded). Class 2 (10.7%) is characterized 
by low agreeableness (disagreeable). Class 3 (48.5%) is characterized by high openness 
(open). Class 4 (22.3%) is characterized by low conscientiousness (flexible confident).  
Figure 4. Normative sample personality trait profiles
Note: All scores z-score transformed for ease of interpretation. X-axis: Big 5 traits as measured by the Mini-IPIP. Y-axis: range of 





















Correlations between Provider and Preferred Client Personality Profiles 
Conditional probabilities were calculated for membership in each provider 
personality profile and for each preferred client personality profile, as measured by the 
modified Mini-IPIP and the Big 5 descriptors. In order to investigate whether a provider 
in a certain profile prefers a client with another particular profile, correlational analyses 
were conducted. Results are displayed in Table 5; there were no significant associations 
between self-reported personality configurations and preferred client personality 
configurations.  





 1 2 3 4 Years 
Client Mini-IPIP      
1 .06 .10 -.03 -.14 .05 
2 .08 .03 -.05 -.05 .10 
3 -.10 -.09 .05 .13 -.13 
Client Descriptors      
1 .04 -.03 -.08 .07 .03 
2 -.04 .03 .08 -.07 -.03 
Note: Participant self-report classes: 1 = behavior prone, 2 = agreeable self-disciplined, 3 = impulsive neurotic, 4 = 
disagreeable. Modified Mini-IPIP classes: 1 = neurotic, 2 = extraverted collaborative, 3 = average. Big 5 descriptor 
classes: 1 = behavior prone, 2 = average. 
 
Clinical Experience and Client Personality Profiles  
Hypotheses regarding years of clinical experience as a predictor of preferred 
client personality profiles were to be examined via regressions. However, given the lack 
of significant associations between preferred client personality profiles and years of 






CHAPTER IV - DISCUSSION 
The current study utilized a person-centered approach to (1) determine whether 
there are consistent Big 5 personality profiles among mental healthcare providers, (2) 
examine providers’ preferences of client personality, and (3) explore whether providers’ 
personality impacts their preferred client preferences. Extant literature about providers’ 
personality traits and profiles is limited. Additionally, there is limited use of broadband 
personality measures in the preferences literatures. Further, there has not been an 
exploration of possible preferences held by providers. The current study builds upon this 
literature by examining bivariate and multivariate relationships between mental 
healthcare providers’ self and preferred client ratings based upon a widely accepted 
model of personality (i.e., the Big 5). Consistent with a prior study regarding Finnish 
mental healthcare providers (Saarino, 2011), I expected providers to demonstrate three 
personality profiles: (1) open, agreeable, extraverted, flexible; (2) disagreeable, 
introverted, neurotic, rigid; and (3) average. Additionally, similar to German-speaking 
psychotherapists (Peter et al., 2017), I hypothesized that providers would demonstrate 
more agreeableness, less neuroticism, and higher extraversion compared to the normative 
sample. Given the impact of clinical experience on providers’ perceptions of clients (e.g., 
Bodner et al., 2011) and the importance of similarity in relationships (e.g., Rivera et al., 
2010), I predicted that providers with more years of clinical experience would prefer 
compliant, trustworthy, and self-disciplined client while those with less years of 
experience would prefer a client with personality similar to their own. Findings have 





exploration of unique personalities that could potentially be associated with providers’ 
relationship skills, outcomes, and overall therapeutic ability.  
Trait Level Analyses 
Provider and Preferred Client Traits 
At the bivariate level, patterns emerged indicating differences in preferred client 
personality depending on providers’ own personality. Those higher in extraversion, 
openness, agreeableness, and conscientiousness preferred a client with the same traits. 
However, these results were not fully replicated in the Big 5 descriptor ratings. The desire 
for client similarity was only evident for those high in extraversion. While these analyses 
were largely exploratory, these results are somewhat consistent with the broader literature 
suggesting that people prefer those that are similar to themselves (e.g., McPherson et al., 
2001). The sliding scale ratings may not have yielded the same results because providers 
were not given the opportunity to also rate themselves on a sliding scale for each trait. 
However, more research is needed to determine if these differing results may be a 
function of having greater range to describe preferred clients. 
Clinical Experience and Preferred Client Traits 
Hypotheses regarding the impact of clinical experience were only partially 
supported by correlation and regression results. Those with more years of clinical 
experience preferred a client that is more extraverted  (i.e., higher extraversion) and self-
disciplined (i.e., higher conscientiousness). Conversely, those with less years of 
experience rated a preferred client as one who is introverted and less diligent and self-





smoother treatment process, given that low conscientiousness is associated with a lack of 
diligence and self-discipline (Settles et al., 2012); however, this is likely not 
representative of most clients that providers will encounter in treatment. In line with prior 
research, high neuroticism seems to be a more common presentation in mental health 
settings (Costa & McCrae, 1992b) and is associated with increased treatment seeking 
(Goodwin, Hoven, Lyons, & Stein, 2002; Jennings et al., 2017). Despite this, the current 
study findings do not suggest preference for neurotic clients. It seems that as providers 
gain more clinical experience they demonstrate a greater preference for clients that are 
less distressed, easier to work with, and are likely encountered less frequently. On the 
other hand, providers in early stages of their careers may be more willing to work with 
more difficult clients. Thus, those with more experience may have preferences influenced 
by positive experiences they had with clients while those with less experience may be 
influenced by their expectations for difficult client presentations. However, more research 
is needed to explore this relationship.  
Of note, clinical experience was also related to providers’ self-ratings. 
Specifically, providers with more years of clinical experience had lower scores on 
neuroticism and higher scores of conscientious. Those with higher conscientiousness and 
lower neuroticism have more trait- and ego-resilience to facilitate socialization, self-
control, and sustained motivation toward accomplishments (e.g., Saeed, Oshio, Taku, & 
Hirano, 2018). This may mitigate risks of burn out in the profession and result in lesser 
rates of neuroticism. Future studies may consider exploring the relationship between Big 





Provider and Normative Personality Traits 
Mental healthcare providers demonstrated distinct differences in personality traits 
compared to that of a normative sample. Consistent with hypotheses, providers were 
more extraverted and agreeable. Higher levels of sociability, warmth, assertiveness, and 
collaboration likely facilitate strong relational and therapeutic skills. Rather than 
demonstrating lower neuroticism, as expected, providers had higher scores on 
neuroticism. High neuroticism is associated with worry, anxiety, and emotional lability 
(McCrae & Costa, 1987; McCrae & John, 1992). Providers’ self-reported neuroticism 
may demonstrate their openness and willingness to report such difficulties. Over 80 
percent of mental healthcare providers have received personal psychological treatment 
(Norcross & Guy, 2005; Orlinsky, Schofield, Schroder, & Kazantzis, 2011), and many 
providers experience a range of psychological difficulties (Gilroy, Carroll, and Murra, 
2002). Some providers report seeking psychological treatment for difficulties directly 
related to their profession (e.g., mitigate professional burnout, develop professionally; 
Bike, Norcross, & Schatz 2009; Norcross, 2005; Rupert, Miller, & Dorociak, 2015) 
which may explain the higher levels of neuroticism than was observed in the normative 
sample. Higher scores on neuroticism may also be explained by gender differences, as 
females tend to demonstrate higher scores on neuroticism than males (e.g., Costa, 
Terracciano, & McCrae, 2001;Weisberg, DeYoung, & Hirsh, 2011) and a majority of the 
provider sample were female. Future studies should aim to recruit a more diverse sample 





Providers were also more open and less conscientious than the normative sample. 
Increased levels of openness can foster a curious, non-judgmental, and attentive 
therapeutic environment (Peter et al., 2017) and can also drive providers to be more open-
minded to the various clients that they encounter. It is unexpected that providers have 
lower levels of conscientiousness, as this would typically describe less diligent, 
responsible, and hardworking individuals. However, this may also reflect an easy-going 
demeanor that could facilitate helpful flexibility when working with clients. It is unclear 
whether these traits have become more evident as a result of clinical training and work, or 
if people with these traits are more attracted to the field of mental health.  
Personality Profiles 
Multivariate analyses revealed distinct personality profiles for the mental 
healthcare providers, preferred clients, and the normative sample. Four profiles emerged 
for providers: (1) behavior prone, (2) agreeable self-disciplined, (3) impulsive neurotic, 
and (4) disagreeable. Most individuals in the current sample are considered agreeable and 
self-disciplined (46.2% of the sample) which is similar to the most preferred therapist 
profile rated by potential clients in a recent study (i.e., warm and emotionally regulated 
therapist; Anestis et al., 2020). The differences between the preferred emotionally 
regulated therapists in the prior study and the agreeable self-disciplined providers in this 
study is in the level of neuroticism.  
Four profiles emerged for normative personality: (1) introverted close-minded, (2) 
disagreeable, (3) open, (4) flexible confident. There are several differences between the 





distinct personality configurations of mental healthcare providers. The only similarity 
that emerged among the two was the disagreeable profile; however, a larger proportion of 
the providers were classified in this profile (24.9%) than the normative sample (10.7%). 
Additionally, the largest group of providers were characterized as agreeable self-
disciplined (46.2%), while the largest group of the normative sample was characterized as 
open (48.5%). Interestingly, all of the provider profiles had average levels of openness. 
These findings may demonstrate that providers are more trustworthy, straightforward, 
diligent and hardworking while the normative sample is more intellectual curious and 
excitable. The profile results also demonstrate that none of the normative profiles were 
characterized by high neuroticism, unlike the impulsive neurotic profile of mental 
healthcare providers. This further demonstrates the neuroticism difference highlighted in 
the correlation findings. 
Three profiles were evident for preferred client personality based on the modified 
Mini-IPIP: (1) neurotic, (2) extraverted collaborative, (3) average. Conversely, two 
profiles were revealed for preferred client personality based on Big 5 descriptors: (1) 
behavior prone, (2) average. These findings suggest some preference for clients with high 
neuroticism, which comprises a large quantity of those that seek professional mental 
health services (Costa & McCrae, 1992;  Goodwin et al., 2002; Jennings et al., 2017). 
However, providers preferred this group of clients considerably less than (i.e., 5.6% of 
the sample) clients characterized by average levels of each trait (i.e., 74.2% of the sample 
on the modified Mini-IPIP and 62.6% of the sample on the Big 5 descriptors). While this 





there is a subset of mental healthcare providers that reported varied levels of preferences 
for clients based on personality which warrants further exploration. Additionally, self-
awareness and willingness to discuss biases or preferences is an important avenue to 
professionalism and ethical care (Knapp, Gottlieb, & Handelsman, 2017). Given the 
relationship between neuroticism and psychopathology, it is unlikely that providers will 
often encounter clients that are average across all traits, so it is important to consider why 
providers do not prefer to work with more complicated clients at higher rates. 
Contrary to hypotheses, there were no clear associations between mental 
healthcare providers’ personality profiles and their ratings of a preferred client. These 
analyses were exploratory in nature. Direct hypotheses were made regarding the impact 
of years of clinical experience on the ratings of preferred client personality profiles. 
However, these hypotheses were not supported, as there were no significant associations 
between experience and the preferred client ratings.   
Implications 
The current study provides insight into mental healthcare providers’ unique 
personality profiles and which client personalities are most preferable to providers. These 
findings have implications for the clinical utility of personality assessment and the ethical 
care of clients. Additionally, this may inform future studies focused on the impact of 
mental healthcare providers’ personality in treatment. 
It is evident that therapy occurs in social and cultural contexts which complicate 
the interactions and relationship between the therapist and client. While research has 





Constantino, Arnkoff, Glass, Ametrano, & Smith, 2011; Lambert, 1992; preferences of 
treatment type; Swift et al., 2011), therapists also have prior experiences, set values, and 
specific perceptions that may influence the course of treatment. Regardless of personal 
preferences, mental healthcare professionals are held to codes of ethics by various 
professional associations in order to enforce a standard of care for clients (e.g., American 
Association for Marriage and Family Therapists, 2015; American Counseling 
Association, 2014; American Psychiatric Association, 2013; American Psychological 
Association [APA], 2017). Across these associations, the standard of care consistently 
involves avoiding harm to clients and respecting diversity. However, implicit biases may 
impact clients’ access to care, clinical screening and diagnosis, treatment process, and 
crisis response (Merino, Adams, & Hall, 2018). There may be a greater potential for bias 
to prevent certain groups from accessing mental healthcare than other types of healthcare 
(Merino et al., 2018). Thus, self-awareness is important to create an avenue for 
addressing cultural and diversity sensitivity in mental health care and is a key quality of 
an effective mental healthcare provider (APA, 2017; Baker, 1999). Mental healthcare 
providers should monitor their potential biases and consider how their personal values 
may influence professional decisions (Knapp et al., 2017). Providers may be unaware of 
their preferences and may not accept diversity in terms of personality traits which has the 
potential to lead to discrimination in practice and harm to clients. Research regarding 
therapists’ preferences of client characteristics can address this possibility and increase 





Additionally, the findings demonstrate that individuals in the mental healthcare 
field are predominately characterized as agreeable self-disciplined. Consistently, prior 
research has demonstrated that effective mental healthcare providers are mindful, 
resilient, self-reflective, and self-confident (Bennett-Levy, 2019; Pereira, Barkham, 
Kellett, & Saxon, 2017). Thus, there has been some emphasis on the importance of 
selecting students for training programs who have personal maturity (Mowrer, 1951) and 
strong interpersonal skills (Castonguay & Hill, 2017). Peter and colleagues (2017) argue 
that mental healthcare providers’ relationship skills are related to their unique personality 
profiles compared to the general population. But further research will be needed to 
investigate this relationship and whether unique personality profiles are associated with 
better treatment outcomes and processes. This may lead to the consideration of 
incorporating personality assessment into recruitment and selection efforts in the field of 
mental healthcare. On the other hand, this may have implications for the training 
provided to students, as individuals with certain personality traits may require particular 
interpersonal training. 
Furthermore, while potential clients seem to prefer therapist personality profiles 
that are characterized by low levels of neuroticism (Anestis et al., 2020), most of the 
providers’ self-rated personality profiles in this study had average levels of neuroticism 
or high levels of neuroticism (impulsive neurotic, 18.5% of the sample). This 
inconsistency suggests that there is likely to be a mismatch between a client’s preferences 
and their provider’s actual personality presentation. Given findings that suggest that a 





Callahan, 2009; Swift et al., 2011), a therapist may consider utilizing this information to 
build an alliance by discussing implications of personality differences directly with 
clients. 
Limitations 
The limitations of this study must also be considered. Ratings of self- and 
preferred client-personalities were only assessed via self-report. In light of this, the 
monomethod bias may play a role in the results and inflate the size of the correlations. 
Additionally, mental healthcare providers may be hesitant to express an opinion on a 
client they would most like to work with. While self-report measures seem to be an 
appropriate way to gauge an individual’s personal preferences, future research may 
consider utilizing other methodology to assess providers’ preferences (e.g., delay 
discounting tasks). Additionally, the Mini-IPIP instructions were internally modified and 
may not be the most appropriate way to ask providers about their preferred client. 
Of note, the sample was largely homogeneous which limits generalizability of the 
findings. Most providers in this study were in the field of psychology which is not 
representative of the wide range of mental healthcare providers that clients see (e.g., 
psychiatrists, social workers). Additionally, most providers were White women which 
limits the applicability of these findings to providers of color and men providers. Despite 
this, this sample may be representative of the majority of workers in psychology. In 2013, 
the percentage of female active psychologists was 68.3% and the percentage of White 





Another limitation of this study is the hypothetical nature of the scenario. Mental 
healthcare providers are asked to imagine a preferred client and are not presented with 
actual client cases. This may also limit generalizability and may not be representative of 
the providers’ naturalistic work situations. Given the exploratory nature of this study, 
further research is needed to address these limitations.  
Conclusions 
 Despite these limitations, the current study provides support for the consideration 
of mental healthcare providers’ personality. To my knowledge, this study was the first to 
compare mental healthcare providers to a normative group utilizing the Big 5 and a 
sample largely from the United States. Additionally, this was the first exploration of 
providers’ preferences of clients based on personality. Findings suggest that mental 
healthcare providers have unique personalities and preferences regarding the personality 
of their clients. These findings can stimulate future research regarding the impact of 
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